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Over the past several years, many evidence-based transitions of care models developed to improve patient outcomes have been published in the literature. These models include:

-   Care Transitions Program ([@R8]),

-   Transitional Care Model (TCM; [@R15]),

-   State Action on Avoidable Rehospitalizations (also known as STAAR; [@R19]),

-   Better Outcomes for Older Adults Through Safe Transitions (BOOST; [@R17]),

-   The Bridge Model ([@R11]),

-   Guided Care ([@R12]),

-   Geriatric Resources for Assessment and Care of Elders (also known as GRACE; [@R9]), and

-   Project RED ([@R4]).

These innovative models have drawn considerable interest as hospitals work to reduce 30-day readmissions and avoid Medicare penalties. In 2012, the all-cause 30-day hospital readmission rate among Medicare fee-for-service beneficiaries was 18.5% ([@R6]). The 30-day readmission rate for patients with chronic conditions such as heart failure, chronic obstructive pulmonary disorder (COPD), pneumonia, and diabetes is a few percentage points higher ([@R2]). [@R1] has documented the higher readmission rates and costs associated with patients having multiple comorbidities, as well. These data have caused healthcare organizations to focus their attention on high-risk patients in efforts to reduce readmissions and unnecessary costs. Hospitals also understand that new payment models will require the ability to achieve population health goals by successfully transitioning patients and managing them outside the walls of an inpatient facility.

Organizations specializing in home care are adopting quality measures to demonstrate the value home care contributes to improved outcomes---particularly lower readmission rates of patients with conditions associated with a high rate of readmissions, such as heart failure, COPD, pneumonia, and diabetes. Home healthcare agencies (HHAs)---including one or more of those featured in this paper---are also improving quality performance on measures such as emergency department visits, patient satisfaction, caregiver competence, and patient compliance. The published research on care transitions to home recommends a set of interventions introduced before or after discharge. Table [1](#T1){ref-type="table"} outlines these interventions.

###### 

Recommended Interventions Before and After Discharge
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Background and Methods
======================

The Joint Commission has a particular interest in improving care transitions, thereby enhancing quality and safety performance and evidence-based health outcomes relating to readmissions and, more specifically, to accountability measures of performance related to heart attack, heart failure, pneumonia, surgical care, childhood asthma, inpatient psychiatric services, immunizations, perinatal care, and care of patients with venous thromboembolism and stroke. To contribute to the important conversation about care transitions, The Joint Commission engaged professionals within the home care community associated with recent initiatives to improve outcomes to provide insight on current practices in care transitions. They were asked to describe the key process steps in their transitions programs and to provide an overview of their quality measures and performance data.

The five healthcare organizations contributing information for this article were chosen because of their reputations in the home care community. The examples reflect an emphasis on real-time innovation rather than research. All of the featured organizations are working to respond quickly to cost pressures and patient needs through innovative approaches to transitions of care. They plan, implement, and revise according to what works and what does not work. This article aims to show that outstanding outcomes can be achieved through evidence-based innovation and to encourage all healthcare organizations to pursue quality improvement efforts in this area. Five examples of organizations that have developed innovations in transitions of care, along with the results they have achieved, follow.

Sutter Care at Home: Patient Engagement and Self-Management With a Focus on Health Literacy
===========================================================================================

Sutter Care at Home conducted an extensive review of the literature to compare various transitional care models. This review guided the development of the Integrated Care Management (ICM) Transitions of Care Program. The program identifies patients at high risk for hospital readmission according to the Institute for Healthcare Improvement\'s patient risk categories. High-risk patients are identified as those admitted twice or more in the last year, and patients/family caregivers who are unable to teach back or who demonstrate low confidence in self-care at home ([@R19]).

The ICM program focuses on patient engagement through the provision of self-management support and health-literate care. The team begins in-hospital bedside visits after the patient chooses Sutter Care at Home. The team asks each patient to identify his or her personal concerns at the time of care transition to permit individualized transition care planning (B. Hennessey & P. Suter, personal communication, September 30, 2014). Citing a study that found nearly 9 of 10 adults have difficulty using routinely available health information ([@R13]), the Sutter team uses a health-literacy universal-precautions approach by providing a jargon-free medications list and "stoplight" action plans. Written in plain language and supported by the teach-back process, the "stoplight" plans help the patient understand signs/symptoms associated with his or her particular medical condition by organizing the symptoms by green (under control, no need for action), yellow (take action today), and red (take action now). For example, for weight control, no change in weight is green, an increase of 3 lb overnight or 5 lb in a week is yellow, and an increase in 5 lb overnight is red.

The Sutter team has ensured the consistent use of SBAR communication---situation, background, assessment, recommendation---by placing SBAR prompts in Sutter Care at Home\'s electronic medical record\'s transitions summary note. After discharge, patients receive a visit from a home care nurse within 24 hours. The nurse reinforces stoplight instructions, reconciles medications, and reviews the patient\'s identified concerns. High-risk patients receive a total of nine "touch points" (in-person, telehealth, or telephone contacts) within the first 2 weeks of care. Patients readmitted within 30 days are reviewed at a case conference to determine what could have prevented the readmission.

Sutter collected readmission outcomes data before the transitions program\'s introduction and measures postintervention data monthly, using a pre--post time design (Table [2](#T2){ref-type="table"}). The data come directly from claims data across the system. Sutter Medical Center at Santa Rosa began implementation of the program in March 2012, with the entire protocol rolled out by December 2012. Two other HHAs replicated Sutter\'s program. White County Medical Center in Arkansas reported a 47% readmissions decline, and First Health in North Carolina achieved a 38% decline (B. Hennessey & P. Suter, personal communication, September 30, 2014).

###### 

Readmission Rates, Sutter Medical Center at Santa Rosa
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Virtua Home Care: The Use of Transitional Care Nurses and a Multidisciplinary Approach
======================================================================================

Virtua Home Care developed its Transitions of Care Program by adapting the TCM developed at the University of Pennsylvania. Key components are the use of transitional care nurses (TCNs) and a multidisciplinary team to provide intensive follow-up care. Virtua\'s program provides services to patients with heart failure, COPD, pneumonia, and/or diabetes who are enrolled in fee-for-service Medicare and are eligible to receive the home healthcare benefit. The program\'s goal was to reduce readmissions among this population while remaining cost-neutral ([@R3]; [@R20]).

The TCN follows the patient from hospital to home and provides interventions to reduce readmissions and optimize the patient\'s health status. The multidisciplinary team includes physicians, social workers, discharge planners, pharmacists, and others; their focus is to provide coordinated and ongoing clinical care while working to encourage the active engagement of the patient and caregivers in care management ([@R14]).

Virtua prepared field nurses with experience in cardiopulmonary nursing and home care to be the TCNs. The preparation focused on the TCNs learning the standards of practice for each of the chronic diseases and the principles of health coaching. The TCNs have regular patient case conferences with Virtua\'s home care medical director, who is a board-certified geriatrician. Recommendations from the medical director have helped the TCNs to develop effective care plans for the patients. During case conferences, the TCN gains support and input from the multidisciplinary team to set realistic patient goals, help patients recognize the need for self-management, and coach patients in navigating the healthcare system ([@R3]; [@R20]).

Virtua uses a dashboard to measure all-cause readmissions for patients with the four chronic illness diagnoses and achieved a gradual decline in the 30-day readmissions rates for patients participating in the Transitions of Care Program. Table [3](#T3){ref-type="table"} illustrates readmissions results from the start of the program in 2009 to the fourth quarter of 2013. In keeping with the agency\'s goal of keeping the program budget neutral, no new budgeted positions were added to implement the program (S. Bennis & P. Quackenbush, personal communication, March 28, 2014).

###### 

Readmissions Rates, Virtua Home Care Transitions of Care Program
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Centura Health at Home: Using Telehealth for an Entire Patient Population
=========================================================================

Centura Health at Home\'s telehealth program integrated previously separate home healthcare and clinical call center nurses. The goals were to reduce 30-day readmissions related to heart failure, COPD, and diabetes by 2 percentage points; decrease the number of emergency department visits; decrease the frequency of home visits from registered nurses (RNs); expand transitional care to a broader population; and increase the number of patients managed by each RN ([@R5]; E. Denholm, personal communication, March 11, 2014).

For patients covered by Medicare\'s home healthcare benefit, the RNs monitor vital signs, weight, and behavioral health data via remote technology located in patient homes while providing care coordination, advice, and assistance via telephone. Patients use devices, such as scales, blood pressure cuffs, pulse oximeters, and thermometers, to measure their vital signs and transmit the data via phone line at least once daily, and more if the condition requires it. RNs can call patients if there are significant changes in vital signs or health status and involve a physician if necessary. Primary care physicians write up "as needed" orders that nurses can modify, allowing the monitoring nurses to react to trending data within a specified set of parameters. Patients can see the vital sign data, and having this information suggests when patients should talk to a nurse and helps patients to reduce anxiety, according to Centura patient satisfaction and self-management measurement data. Patients can contact the clinical call center with questions 24-7. Centura discharges patients from the remote monitoring program when they no longer meet home care criteria ([@R5]; E. Denholm, personal communication, March 11, 2014).

Centura does not monitor patients who do not qualify for the Medicare home healthcare benefit via the remote technology. For these patients, RNs make weekly phone calls usually for 3 weeks to review medication lists and care plans, compare medications to discharge orders, and provide teach-back education to further patients\' understanding of their conditions and lifestyle behaviors. During these calls, RNs identify potential medical issues and help to arrange follow-up interventions as needed. Centura discharges patients in the calls-only intervention when the three weekly calls are complete or when the patient self-discharges ([@R5]; E. Denholm, personal communication, March 11, 2014). Table [4](#T4){ref-type="table"} outlines Centura\'s quality results.

###### 

Quality Performance, Centura Health at Home
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Pediatric Home Service: Comprehensive Care for Young Patients With Medical Complexities
=======================================================================================

Pediatric Home Service (PHS) provides home care to young patients with medical complexities. Under the direction of an on-staff medical director, PHS provides services including respiratory therapy, infusion nursing and pharmacy, home care nursing provided by an RN or LPN, specialized nutrition, and clinical social work services. PHS also provides education and training for nurses, patients, and family caregivers. Clinical support is available 24/7 (PHS Management Staff, conference call and e-mail communication, March 25, 2014).

PHS\'s home care delivery model includes:

-   Home care coordination throughout the discharge process.

-   A clinician assigned to each patient. This clinician (usually a RN or respiratory therapist) coordinates the care plan. If the patient requires medical equipment in the home, this clinician visits the home prior to hospital discharge to plan equipment locations and assure safety.

-   Clinical educators and technical support staff who train parents and other caregivers to care for children and use equipment safely and effectively. They translate manufacturers\' instructions into user-friendly language and images for parents and caregivers.

-   Ongoing follow-up visits by the assigned clinician or other PHS staff, ensuring patient safety through continuous education and reeducation when necessary.

In 2006, PHS conducted a survey to assess in-home caregiver emergency preparedness. The survey included assessments of caregivers\' essential skills and knowledge relating to equipment, oxygen safety and use, emergency resuscitation bag function and use, and emergency response procedures. Although caregivers were found to be skilled in routine daily care, there was a demonstrated need for additional education and training, particularly in oxygen use and safety. As a result, PHS developed the Stop, Take Inventory, Assess, Review (STAR) Kit---education materials and tools designed to enhance patient safety in the home. The kit includes informational DVDs, safety checklists and reminders, troubleshooting guides, equipment tags, and an emergency action plan. PHS gave the STAR Kit free to PHS families, home care providers, and referring physicians. The kit also became part of PHS\'s education program. A follow-up survey in 2007 demonstrated marked improvement, but PHS believed even more could be done. After elements of the program were adjusted, survey results in 2011 indicated even greater improvement. In 2013, PHS achieved improvement across the board (PHS Management Staff, personal communication, March 25, 2014). See Table [5](#T5){ref-type="table"}.

###### 

Results of Stop, Take Inventory, Assess, Review (STAR) Kit to Improve Patient Safety in the Home
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PHS\'s care process has also contributed to good outcomes on other measures:

-   *Infection control*. In the third quarter of 2013, PHS documented a central line--associated bloodstream infection (CLABSI) rate of only 0.41 per 1,000 catheter-days, despite PHS patients being very ill and having complex catheter treatments. A national study of pediatric CLABSI rates within HHAs associated with children\'s hematology/oncology centers found a mean CLABSI rate of 0.54 per 1,000 catheter-days ([@R18]).

-   *Accuracy*. To assure that its patients receive accurate supplies, PHS tracks shipping data and has achieved consistently over 98% accuracy between January 2011 and December 2013.

-   *Patient satisfaction*. An average of 98.5% of PHS families indicated they were "satisfied or very satisfied" with the overall quality of care and services in 2012. The satisfaction improved to 100% in 2013. New patients are surveyed within the first month of receiving care, and ongoing patients yearly.

-   *Responsiveness*. Between 2 and 3 minutes is the average length of time it takes for a PHS on-call clinician to respond to a phone call, according to data gathered between October 2012 and September 2013 ([@R16]; PHS Management Staff, Personal Communication, March 25, 2014).

Cleveland Clinic Infusion Pharmacy at Home: Keeping Patient Satisfaction High
=============================================================================

Cleveland Clinic Infusion Pharmacy at Home provides medications, nutritional support, infusion pumps and supplies, and infusion equipment education to home healthcare patients diagnosed with a variety of conditions in an eight-state service area. Working in most cases with the Cleveland Clinic\'s on-site Medicare-certified HHA, the infusion pharmacy team starts educating the patient about infusion therapy during the inpatient stay and reinforces the education while the patient is at home through on-call services and home visits. Educational materials include step-by-step instructions with pictures and places to write notes. Subject matter includes how to manage and administer medications and how to operate infusion equipment. Staff members educate patients about issues such as dehydration, weight gain, and water retention, using teach-back methods to foster understanding and competence ([@R7]; E. Hendrickson, personal communication, February 26, 2014). The infusion therapy team also shares information about the patient with the HHA via the Cleveland Clinic\'s electronic health record. If the patient prefers to work with another agency, the team keeps in touch with that agency via telephone and other means. The key is constant follow-up.

The pharmacy works as part of a Cleveland Clinic multidisciplinary team providing parenteral antibiotic therapy. The team reduced 30-day readmissions of patients receiving this therapy via peripherally inserted central catheter (PICC) lines inserted through the arm from 20.67% (January 2013) to 13.76% (December 2013). For patients with central lines inserted through the chest, who are generally higher risk than patients with PICC lines, readmissions were reduced from 39.9% to 16.6%. The pharmacy also tracks overall patient satisfaction, timeliness satisfaction, and awareness of hand-washing information among these groups of patients: Cleveland Clinic patients receiving total parenteral nutrition (TPN), Cleveland Clinic patients receiving community outpatient parenteral antibiotic therapy, and patients from sister hospitals receiving either TPN or antibiotics. Creating awareness of good hand hygiene techniques among patients transitioning from hospital to home care helps to optimize health outcomes by reducing the risk of infusion catheter-associated infections and complications ([@R7]; E. Hendrickson, personal communication, February 26, 2014). See Table [6](#T6){ref-type="table"}.
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Infusion Pharmacy Patient Satisfaction
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Conclusion
==========

Healthcare providers featured in this article demonstrate that effective care transitions to home leading to improved outcomes just don\'t happen; they are the result of rigorous planning and implementation of evidence-based interventions. Effective transitions occur when referring and discharging providers demonstrate accountability for safeguarding the patient\'s welfare beyond the time that the patient is in their direct care. They assume responsibility to assess the patient\'s needs and meaningfully participate in the planning to assure that their risks are mitigated and their needs met by the next direct care provider.

Healthcare providers are moving urgently to create better transitions and outcomes; for this reason, the emphasis is on rapid cycle innovation rather than research. Fortunately, a solid base of research has been created for providers to innovate upon, and effective innovations will optimize health outcomes while having a positive impact on financial results.

Future of Home Health
=====================
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The Alliance for Home Health Quality and Innovation has announced the Future of Home Health Project. It is a research-based strategic planning for the future of home healthcare. They want to hear your ideas. Visit the future of Home Health website at: <http://ahhqi.org/home-health/future-project> and send your ideas <tofutureofhh@ahhqi.org>
